was stripped, and the substance explored. Large quantities of odourless pus were withdrawn, and a drainage tube was inserted. Pure Staphylococcus aureus was grown from the pus on culture.
The urine cultures were sterile for four weeks after operation. After that time pure Staphylococcus aureUs was grown in both blood and urine cultures.
The patient died of staphylococcal pyEemia six weeks after drainage.
On reading my case reports I find that I have had two cases admitted with a diagnosis of appendicitis, because of abdominal pain, vomiting, high temperature, and tenderness and rigidity in the right iliac fossa, but the correct diagnosis of epididymitis was easily made.
Nervous Symptoms Referred pains-.These occur usually in malignant cases. I have at present a patient who has intractable sciatica, and is suffering from a malignant prostatic growth which causes no obstruction.
Painful heels: A very interesting referred pain is that in the heels, from which some patients with benign enlargement of the prostate suffer. I have found this in several of my prostate cases, but it has always been associated with other symptoms. I have noticed that if, in the first stage of a two-stage prostatectomy, I dilate the prostatic urethra digitally, the patient often complains of painful heels afterwards. [March 24, 1938] Stricture of the Ureter. H. P. WINSBURY-WHITE, F.R.C.S. The patient, a woman aged 35, had complained of aching pain in the right loin for four years. During that time there had been attacks of right-sided colic accompanied by vomiting; these had led to the supposition that the appendix was at fault and appendicectomy was carried out but no relief was obtained.
When I saw the patient, there was tenderness to deep pressure in the right loin. The urine was free from pus and organisms, and no stone was seen in a plain skiagram. An intravenous urogram, however, showed a moderate and uniform degree of dilatation of the pelvis and calyces of the right kidney. The left kidney showed no abnormality. A ureteric catheter was obstructed at about 5 cm. from the right ureteric orifice; the catheter, however, was passed up to the kidney. An instrumental ureterogram showed a moderate degree of dilatation of the right ureter which ended abruptly at the pelvic floor. At this stage the question of stone as the cause of obstruction was still unsettled. I therefore passed a wax-tipped catheter up the ureter; this, in its turn, negotiated the stricture and passed on up to the kidney.
An inspection of the wax through a lens, after withdrawal of the catheter, failed to reveal any scratches; I therefore concluded that the obstruction in the ureter was due not to a stone but to a stricture.
Accordingly I made an extra-peritoneal exposure of the ureter at the site of the stricture, and while freeing it from the peritoneum I found an intra-peritoneal tumour, about the size of that of a large plum, adherent to the peritoneum and the ureter. I opened the abdomen and found an ovarian cyst which had formed inflammatory adhesions with the parietal peritoneum. I excised the cyst, which proved to be a simple tumour. I then divided the ureter above the stricture and re-implanted it into the bladder, leaving the patient, for the time being, with a suprapubic cystostomy.
The patient made a good recovery, and nine months later an excretion urogram showed that the right kidney was functioning normally and that there was no dilatation of the right ureter which was clearly defined in its whole length on the radiogram. It was noted, however, in comparing the outlines of the two ureters in the pelvis, that there was a little asymmetry as a result of the shortening of the right ureter consequent upon the implantation. About this time it was ascertained that a ureteric catheter passed freely up the whole length of the right ureter to the kidney.
It is probably agreed that stricture of the ureter is not a common condition, and there are several points of interest about this case. In the first place the intimate relationship of the constriction of the ureter with the ovarian cyst indicates that the stricture was acquired rather than congenital. The case also illustrates the fact that the absence of pathological elements from the urine, together with a negative plain skiagram, is not sufficient justification for assuming that the kidney is not responsible for symptoms and that the appendix should be removed.
The importance of discriminating between a stricture and a small stone, as the cause of the obstruction, is apparent, because if the stone is a small one there is, as a rule, no justification for an open operation to remove it.
Finally, the result of the treatment seems very satisfactory, and in connexion with the operative technique I would like to emphasize the importance of draining the bladder suprapubically for a short period following the re-implantation.
Five Specimens shown by KENNETH H. WATKINS, MLS.
(1) Primary Papilloma of the Ureter
The patient was a man aged 68, who had complained of hoematuria on two occasions in five months. The diagnosis was made as a result of copious haemorrhage around the ureteric catheter, which at first obstructed at 8 cm. There was hydronephrosis with slight dilatation of the upper ureter and considerable dilatation of the middle ureter, which also showed a filling defect (figs. 1 and 2). Uretero-nephrectomy was carried out, the ureter being divided at the bladder wall. The patient made an uninterrupted recovery. The tumour, which could not be palpated before the ureter had been opened, was sub-sessile, with low surface growth on the adjacent mucous membrane. Histological examination showed it to be a papilloma. There was no evidence of invasion of the wall of the ureter.
(2) Primary Carcinoma of the Ureter
The patient, S. G., was a very obese Jewess aged 54. Cystoscopy, after the second haematuria in nine months, at first showed complete obstruction at 5 cm. up the left ureter, but no gross haemorrhage. In the belief that the lesion was a simple stricture (no filling defect having been observed in the ureterogram, which showed well-marked hydronephrosis and slight dilatation of the ureter above the " stricture ") instrumental dilatation was carried out. Five months later hoematuria recurred, and cystoscopy revealed a piece of tissue projecting from the left ureteric orifice; a biopsy of this showed carcinoma. A mass was also palpable on vaginal examination. At operative exposure this mass was found to be a more or less cylindrical tumour, too firmly fixed to the iliac vessels to justify an attempt at removal. Radium was therefore implanted. Haematuria recurred six months later and cystoscopy showed two tumours in the bladder, one at the left ureteric orifice and the other a short distance from it. Histological examination showed carcinoma, grade 2.
(3) Carcinoma of the Renal Pelvis and Ureter
The patient, a woman aged 70, had had haematuria for one month. There was blood-clot at the right ureteric orifice, and there was complete obstruction to instrumentation and contrast medium at 14 cm. A ureterogram showed a normal lower ureter, which terminated abruptly. The pre-operative diagnosis was carcinoma of the ureter. At operation (nephrectomy and partial ureterectomy, 4 cm. below the tumour) there was found to be extensive infiltration of the kidney from a carcinoma of the renal pelvis and a secondary infiltrating tumour of the ureter about 6 cm. below the renal pelvis. The patient died five months later, with metastasis in the 3rd lumbar vertebra. Histological examination showed carcinoma, grade 2.
